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Objectives: The objectives of our study were (1) to explore knowledge, beliefs and practice among mid¬ 
wives and gynecologists concerning a smoking cessation policy for pregnant women and their partners 
and (2) to examine if midwives and gynecologists do have a role in smoking cessation in pregnant women. 
Method: We performed a qualitative study using semi-structured interviews with nine midwives and 
eight gynecologists. Data were analyzed using deductive content analysis, based on the 5 A’s frame¬ 
work (Ask-Advise-Assess-Assist-Arrange). 

Results: The national smoking cessation policy seemed to be insufficiently known. “Ask” and “Advise” 
were part of a standard prenatal consultation, the next three steps were rarely implemented. Partici¬ 
pants had a negative image of “the smoking pregnant woman”: a low educated woman with a smoking 
partner and “bad examples” in their history. Reported barriers were fear of provoking resistance and lack 
of time and communication skills regarding smoking cessation. 

Conclusions: These findings suggest that training in communication skills and dealing with resistance 
should be offered, i.e. by using motivational interviewing. It could be considered that a trained midwife 
or tobaccologist is part of an obstetrical team or that the AAR-method (Ask-Advise-Refer) is used instead 
of the 5 A's framework. 

© 2014 Elsevier B.V. All rights reserved. 


Introduction 

Smoking during pregnancy is associated with a number of fetal 
and maternal health risks, such as stillbirth, low birth weight, 
preterm delivery, placenta pathology and sudden infant death 
syndrome (SIDS) [1,2], 

The preconceptional and prenatal period is considered as the 
ideal teaching moment for smoking cessation counseling [3], 
However, a number of studies identified personal and organiza¬ 
tional barriers to providing effective smoking cessation advice: lack 
of motivation or interest to work with clients on this subject [4], 
absence of clear guidelines [4], lack of knowledge where and to 
whom to refer to [5], fear of providing advice with impact on the 
quality of their relationship [6], competing priorities in prenatal 
care such as acute obstetric complications [7], underestimating the 
risks of smoking during pregnancy [8], absence of trust [9], low 
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chances of success [10,11] and in particular lack of time [5,6,8,12] 
and specific training needs [4,6,7,10,12], As a consequence, health 
care providers feel incompetent to give smoking cessation advice. 

The American College of Obstetricians and Gynecologists rec¬ 
ommends use of the 5 A’s, an evidence-based, clinical practice 
guideline for smoking cessation. The 5 A’s remind health care pro¬ 
viders to: (1) ask the client about her smoking status at every 
prenatal visit; (2) advise her to stop smoking in a clear, strong and 
personalized way; (3) assess her willingness to stop smoking and 
motivations to quit, if she is not willing to make a quit attempt at 
the present time, then try to increase motivation to quit at a later 
time; (4) assist the client to stop smoking by providing brief coun¬ 
seling, prescription of pharmacotherapy, and provision of written 
self-help material; and (5) arrange specific follow-up to prevent the 
client from relapsing to tobacco use and enroll her in a local smoking 
cessation program [3 ]. 

Motivational interviewing (MI) is a style of patient-centered coun¬ 
seling developed to facilitate change in health-related behavior. The 
core principle of the approach is negotiation rather than conflict 
[13]. MI is widely used to help people make an attempt to change 
their harmful behavior and appears to be modestly successful in 
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promoting smoking cessation, compared to standard care or brief 
interventions [14]. Motivation may fluctuate over time or from one 
situation to another, and can be influenced to change in a partic¬ 
ular direction. Lack of motivation or resistance to change is seen 
as something that is open to change. The main focus of MI is fa¬ 
cilitating behavior change by helping people to explore and resolve 
their ambivalence about behavior change. Adopting a victim- 
blaming, aggressive and/or confrontational style as in traditional 
approaches, is likely to produce negative responses like arguing, 
which may be interpreted by the health care provider as denial or 
resistance [14], 

In Flanders (Northern Belgium), prenatal care is mostly provid¬ 
ed by a gynecologist or a midwife and sometimes by a general 
practitioner. As such, these health care providers are well-placed 
to deliver smoking cessation advice during pregnancy. In 2011 the 
prevalence of smoking during pregnancy in Flanders was 12.3% [15], 
Since 2004 the Belgian government implements a national smoking 
cessation policy. Smoking pregnant women attending at least eight 
consultations with a tobaccologist receive a reimbursement of €30 
for every consult with a maximum of €240. Smoking partners of 
pregnant women receive €30 for the first and €20 for the follow¬ 
ing seven consultations. Folders and flyers promoting this 
reimbursement were distributed among midwives and gynecolo¬ 
gists by mail. From January 2006 to June 2009 the government only 
received 133 requests for reimbursement [16]. The lack of success 
of this policy might be explained partly by a lack of awareness among 
health care providers, resulting in few referrals to tobaccologists. 
Furthermore, women continuing smoking during pregnancy might 
be a low motivated group, not yet prepared to invest in smoking 
cessation consultations and who are hard to reach with smoking 
cessation information and support. The national policy, originally 
restricted to pregnant women and their partner, was extended in 
October of 2009: smoking cessation reimbursement has been avail¬ 
able since then for each counseling session (individually or in group) 
by a tobaccologist or a physician. 

Since gynecologists perform most prenatal consultations and since 
there is an increasing percentage of women consulting a midwife 
[17-19], our study population was limited to gynecologists and mid¬ 
wives. The objectives of our study were (1) to explore knowledge, 
beliefs and practice among midwives and gynecologists concern¬ 
ing smoking cessation several years after the implementation of a 
smoking cessation policy for pregnant women and their partners 
and (2) to examine if midwives and gynecologists in Flanders do 
have a role in smoking cessation in pregnant women. 

Methods 

Design 

A qualitative study using semi-structured interviews was con¬ 
ducted in order to describe and analyze midwives’ and gynecologists’ 
experiences with giving smoking cessation advice during pregnan¬ 
cy. Areas of interest included in the interview guide were based on 
the authors’ clinical expertise regarding prenatal consultations and 
the 5A’s framework. 

Participants 

Purposive sampling was used to select eligible participants, rep¬ 
resenting both occupational groups (midwives and gynecologists). 
In order to be included participants had to perform prenatal con¬ 
sultations. Years of experience in prenatal care were taken into 
account (<10 years and >10 years). We expected to reach data sat¬ 
uration by recruiting three to five participants in each cell of the 
sampling matrix, with a minimum of twelve and a maximum of 


twenty participants. When data saturation was not reached extra 
interviews would be performed. 

In Flanders there were 467 registered gynecologists and 198 reg¬ 
istered independent midwives at the time of sampling (2008). First, 
a list of gynecologists was obtained from the Flemish Organisation 
for Obstetrics and Gynaecology. All 467 registered Flemish gyne¬ 
cologists received an invitation to participate in the interview (April 
2008). Two weeks later a reminder was sent to the non-responders. 
Five letters returned address unknown. Seventeen gynecologists 
replied: two had no prenatal consultations, four planned to retire 
within the following months and eleven agreed to participate. Fol¬ 
lowing further explanation by telephone, three gynecologists refused 
participation. Finally, in total eight gynecologists were inter¬ 
viewed, four with less than 10 years of experience in prenatal care, 
four with more than 10 years of experience. 

Second, a list of registered independent midwives was ob¬ 
tained from the Flemish Organisation of Midwives. In total 198 
midwives were invited to participate in the interview (June 2008). 
Two weeks later a reminder was sent. Eleven midwives replied and 
finally nine midwives agreed to be interviewed. Five midwives had 
less than 10 years of experience, four had more than 10 years of 
experience. 

Recruitment was not continued, as data saturation and the ob¬ 
jectives of the sampling matrix had been reached. 

Data collection 

Seventeen interviews were conducted by the first author between 
June 2008 and January 2010 and lasted between 23 and 61 minutes. 
One researcher performed all of the interviews, thus ensuring con¬ 
sistency throughout the data collection. All interviews, except one, 
took place at the midwife’s or doctor’s office. 

Semi-structured face-to-face interviews were conducted using 
an interview guide with open-ended questions. The topics for the 
interview guide were partially inspired by the English question¬ 
naire of Bull and Whitehead [12]. The questionnaire was translated 
into Dutch and two questions concerning knowledge about smoking 
cessation programmes for pregnant women were adapted to the 
Belgian situation. A gynecologist, a sociologist, two midwives, a 
psychologist-tobaccologist and an ethicist reviewed the interview 
guide in order to establish content validity. No additional items were 
added. 

The final interview guide consisted of three main topics, with 
corresponding questions, regarding: 

• Knowledge about risks of smoking during pregnancy, smoking 

cessation guidelines and interventions and the use of nicotine 

replacement therapy (NRT): 

O Tell me what you know about the risks of smoking during 
pregnancy 

O To which extent are you familiar with the national policy re¬ 
garding “stoppen met roken (smoking cessation)”? What is 
the content of this policy? 

O To which extent are you familiar with other interventions, 
campaigns, guidelines and their contents? 

O Tell me what you know about the use of NRT during 
pregnancy. 

• Beliefs about smoking and smoking pregnant women: 

O To which extent do you agree with the following statement: 
“a pregnant woman is able to quit smoking”? 

O What are the main reasons why women continue to smoke 
during pregnancy? 

O Under which circumstances would it be better for a preg¬ 
nant smoker to continue smoking rather than attempt to stop? 

O In your opinion, what are effective interventions to promote 
smoking cessation for pregnant women? 
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O What is your opinion on influencing the decision of a preg¬ 
nant woman to continue or to quit smoking? 

O To which extent do you agree with the following statement: 
“I am the right person to offer smoking cessation advice to 
pregnant women.” 

• Dealing with smoking and smoking cessation during prenatal con¬ 
sultation: 

O Tell me how you conduct a conversation with a pregnant 
smoker [note to interviewer: keep in mind: Ask, Advice, Assess, 
Assist and Arrange follow-up] 

O If interested, what kind of smoking cessation training would 
you need or prefer? 

Finally we asked participants about their work experience, train¬ 
ing in smoking cessation counseling and their own smoking status. 

Ethical considerations 

The study was approved by the Ethical Committee of Client Uni¬ 
versity Hospital. All interviews were audiotaped with permission 
from the participant. Written informed consent was obtained prior 
to the interview and confidentiality was assured. After comple¬ 
tion of the study the tapes will be destroyed. 

Data analysis 

Data analysis was based on deductive content analysis. This 
method is used when the structure of analysis is operationalized 
on the basis of previous knowledge [20]. Analysis of the way par¬ 
ticipants handled smoking and smoking cessation during prenatal 
consultation was based on the 5 A’s framework [3], 

Members of the research team (KDW, KT) transcribed the re¬ 
cordings of each interview verbatim. The researchers checked the 
transcriptions with the recordings in order to gain accuracy. Tran¬ 
scripts were read several times to obtain a sense of the whole. A 
thorough reading of the transcripts was followed by the develop¬ 
ment of a categorization matrix based on the interview guide and 
the 5 A’s framework (Table 1 ). Next, data were coded according to 
the categories [20], Findings were discussed with all authors and 
consensus with regard to the reflections was reached. 

Results 

Participant characteristics 

All participants were non-smokers at the time of the inter¬ 
view, two were ex-smokers. All participants, except two, were female. 
Three midwives attended a training in smoking cessation skills 
(Table 2). Participants came from different Flemish provinces. 

Themes 

All data could be categorized in the five themes of the catego¬ 
rization matrix. The last interviews confirmed the validity of these 
theme, no new themes emerged. Each theme includes quotes from 
the participants. 

Theme 1: Basic knowledge regarding fetal and maternal risks 
associated with smoking during pregnancy 

Basic knowledge is defined as the readily available knowledge 
participants have at the moment of the interview without having 
to do research about the topic. The most common risks of smoking 
reported by both occupational groups were intrauterine growth re¬ 
striction, low birth weight, placental problems and sudden infant 
death syndrome. 


Midwives spontaneously mentioned fetal or neonatal risk factors 
and were more uncertain about some risks, such as preeclampsia, 
hypertension and malformations. Midwives-teachers also knew the 
risk of stillbirth and fertility problems. 

Gynecologists immediately made a distinction between neona¬ 
tal and maternal risks. They mentioned such additional risks as 
fertility problems, early menopause, lung diseases, different forms 
of cancer, premature aging of the skin, an irritable or lazy baby and 
long term risks for the child such as negative influence on school 
results, addictive behavior and allergies. In their opinion, the risks 
of premature skin aging and fertility problems have a stronger effect 
on smoking cessation compared to a list of neonatal risks. 

All participants were convinced that prevention is required 
because of the risks for mother and child. Smoking prevention as 
well as smoking cessation in general are considered to be impor¬ 
tant health issues. They believed that smoking cessation advice 
should start before pregnancy, preferably in high school, since 
smoking cessation can take several attempts and requires time, even 
more than the duration of a pregnancy. Sensitizing society by pro¬ 
moting non-smoking is important as well, according to the 
participants. 

Theme 2: Specific knowledge regarding national smoking cessation 
guidelines and the use of nicotine replacement therapy (NRT) 

In most cases, the specific knowledge regarding smoking ces¬ 
sation guidelines or interventions was limited. The precise 
requirements of the programme for reimbursement, such as the 
number of consultations or the amount of the repayment, were 
largely unknown. Half of the participants thought that the nation¬ 
al policy provided free smoking cessation counseling. 

The interviewed midwives had insufficient knowledge regard¬ 
ing the use of NRT in pregnancy; therefore they avoided this topic 
during prenatal consultation. Gynecologists were aware of the fact 
that bupropion and varenicline are contra-indicated during preg¬ 
nancy and although they knew that NRT could be used safely during 
pregnancy, they did not recommend it. 

Theme 3: The image of “the smoking pregnant woman " 

Participants had a negative image of “the smoking pregnant 
woman”: a low educated woman living with a smoking partner and 
“bad examples” in their history, such as smoking during a previ¬ 
ous pregnancy without visible or immediate problems for the baby 
or the mother, which makes them minimalize their smoking habit. 

She told me that her neighbour smoked twenty-five cigarettes every 
day and that she had a baby weighing over four kilograms. Yes, that 
is what she told me! And what can I do, how can I convince her, 
she was right. (Midwife 5) 

This image does not fit with perceptions of the participants of 
a “pregnant woman”: a woman who follows life style advice im¬ 
mediately, in order to give birth to a healthy baby. Hence, a minority 
of the participants believed that smoking related pregnancy com¬ 
plications have to be attributed to the responsibility of the woman 
herself. Some gynecologists even believed that these women should 
not be rewarded with additional attention or consultation time. Other 
participants believed that they need extra ultrasounds in order to 
examine the fetal growth, which implies extra costs for the couple 
and the society. 

Participants believed that addiction, ignorance, stress, (complex) 
social problems and a lack of support of the partner and peers are 
barriers to attempts to cease smoking. 

Most midwives and gynecologists did not believe that there are 
acceptable situations in which it is better for pregnant women to 
continue smoking, even in stressful situations. Others had a differ¬ 
ent opinion and advised to reduce daily consumption of cigarettes 
instead of quitting. 
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Table 1 

Categorization matrix based on the interview guide and the 5 A’s framework in smoking cessation counseling and perceived barriers. 

Theme 1: Basic knowledge regarding fetal and maternal Focus Risks 

risks associated with smoking during pregnancy 

Fetus/child (M) List of risks: IUGR, LBW, placental problems, SIDS 

Woman and fetus/child (G) Fertility problems, stillbirth (M-teachers, G) 

Early menopause, lung diseases, cancer, premature aging of the skin, irritable or lazy baby, 
long term risks for the child (G) 

Uncertainty about some risks, such as preeclampsia, hypertension and malformations (M) 
Importance of smoking prevention, not only during pregnancy (society issue) 


Theme 2: Specific knowledge regarding national 
smoking cessation guidelines and the use of NRT 

Existence of 
national policy 

Content of national policy 

Guidelines 

NRT 


Awareness of 
national policy 

Number of consultations or amount of 
repayment was largely unknown 

No knowledge of 
other guidelines 

Insufficient knowledge: not discussed with client or avoiding the topic (M) 
Sufficient knowledge, but not recommended: is it really safe? (G) 

Bupropion and varenicline: not prescribed, not safe during pregnancy (G) 

Theme 3: The image of “the smoking 
pregnant woman” 


Image 


Barriers for smoking cessation in pregnant women 


Negative image:low educated woman, smoking Addiction, ignorance, stress, (complex) social 

partner, “bad examples" in their history problems, lack of support of the partner and peers 

In contrast with perception of “pregnant woman”: 

follows life style advice immediately 

“Extra ultrasounds” vs “no extra consultation time” 


Theme 4: The 5 A’s framework Ask 


Advise 


Assess 


Assist 


Arrange follow-up 


Subtheme 1: Dealing with smoking 
(cessation) during prenatal 
consultation 


Subtheme 2: Barriers regarding the 
execution of 5 A’s framework 


Asking questions about the 
smoking behavior 
Frequency: Asking once or at every 
consult 

Way of asking questions 
No questions asked about the 
smoking behavior of the partner 


Advising smoking cessation 

Discussing health risks for mother 
and child 

No advice: avoiding the topic 
Negative example: Advice to 
reduce daily consumption 
Lack of time (G) 

Lack of communication skills: how 
do I give advice? (M) 

Fear of provoking resistance (M) 
Disappointment: no effect of 
advice, no influence on the woman 
More urgent priorities in prenatal 
care 

Giving advice is not my job (G) 


No examples, this step is skipped 


Lack of time (G) 

Lack of communication skills: how 
do I assess the readiness to quit 
smoking? (M) 

Fear of provoking resistance (M) 


Information by leaflets 
or websites 

Information regarding smoking 
cessation counseling 

No use of NRT 


Lack of time (G) 


Referral to tobaccologist or other 
professional in smoking cessation 
counseling, but client has to book 
own appointment 


Lack of time (G) 


Theme 5: Perceived need 
for smoking cessation training 

Training in smoking cessation 
counseling 

Content of training 

Need for training, suggestions for content 


3 midwives with training (Table 2) 

No training due to lack of time (G) 

Training did not meet needs: 
too theoretical, too short (M) 

No need for training, prefer to refer their clients (G) 

Suggestions for content: Communication about sensitive topics (i.e. 
smoking cessation), dealing with resistance during conversation (role 
play?), dealing with own disappointment if advice is not followed (M) 


The answers are provided by both occupational groups, unless otherwise specified: midwives (M) or gynecologists (G). 
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Table 2 

Characteristics of the participants. 


Number 

Midwife (M) or 

Years of work 

Training in smoking cessation skills 

Additional information 


gynecologist (G) 

experience 



1 

G 

5 



2 

G 

7 


Stopped smoking more than 10 years ago, smoked for 
two years 

3 

G 

18 



4 

G 

6 



5 

M 

18 

Attended a theoretical training in smoking cessation 
skills of 4 hours 


6 

M 

2 



7 

M 

25 

Attended training in smoking cessation skills of several 

Stopped smoking more than 20 years ago, smoked for 




days. Scientific interest in the topic 

6 months 

Teacher 

8 

M 

23 


Work experience in developing countries 

9 

M 

5 



10 

M 

7 

Training in and experience with the use of the Minimal 
Intervention Strategy (MIS) for smoking cessation in 
prenatal care 

Worked for 4 years in the Netherlands 

11 

G 

3 


Teacher 

12 

M 

7 


Teacher, worked for 2 years in the Netherlands 

13 

G* 

33 


Teacher 

14 

M 

30 



15 

M 

4 



16 

G* 

16 



17 

G 

15 




* Male participant. 


When she can't stop smoking, I tell her to reduce the number of ciga¬ 
rettes to an absolute minimum. (...) Less than three cigarettes a 
day, in which case she is not considered to be a smoker any longer. 
(Gynaecologist 4) 

Theme 4: The 5A’s framework in smoking cessation counseling and 
perceived barriers 

Subtheme 4.1: Dealing with smoking (cessation) during prenatal 
consultation The 5A’s method of smoking cessation [3] was used 
as a framework to analyze the practice of the participants: 

• Ask: All participants asked questions about the smoking status 
and daily consumption of their clients during the first visit and 
documented it in the medical record. Most midwives and some 
gynecologists asked the questions again during the following 
visits. The smoking status of the partner was not questioned. 

I ask: “Do you smoke?". When she answers “Yes”, then I want to 
know how much she smokes. I try to get insight in her reality, on 
the condition that she tells the truth of course. (...) I write the 
answers down in the medical record. (...) During the next 
consultation I ask if she has cut down her daily consumption. 
(Midwife 7) 

• Advise: Most participants felt it was their duty to provide smoking 
cessation advice, but admitted that there are often other more 
urgent priorities in prenatal care, such as giving information about 
different ways of giving birth, pain relief and breastfeeding. Es¬ 
pecially gynecologists expressed lack of time. One gynecologist 
thought that she was overqualified and that giving life style 
advice, including smoking cessation advice, belonged to the tasks 
of a tobaccologist or general practitioner. 

I don't have the time. I am not the kind of person who wants to 
spend half an hour to motivate smoking cessation. I think that I 
am too highly qualified. That’s not my job, I have too many other 
things to do. I want to refer them [smokers] to a specialist. 
(Gynaecologist 4) 

Most participants advised smoking cessation, some advised to 
reduce the daily consumption, especially in stressful situations. 


I think that if the woman gets too much stressed about the fact that 
it is forbidden to smoke, then the only thing you can say, is: “Alright, 
you can smoke a few cigarettes a day." I try to motivate her to smoke 
less than ten cigarettes, if possible less than five cigarettes a day. 
(Gynaecologist 3) 

Risk factors associated with smoking during pregnancy were dis¬ 
cussed with the woman in order to convince her to quit. Midwives 
admitted that they lack communication skills to talk about a sen¬ 
sitive topic like smoking and smoking cessation during pregnancy: 
they feared provoking resistance or not having any influence on the 
woman’s behavior. 

Lack of self-confidence and knowledge is visible, so my me¬ 
ssage about smoking cessation is not strong enough, the client doesn't 
listen and then I feel like I can do nothing to influence her deci¬ 
sion. (Midwife 5) 

I try to start a conversation about smoking behaviour, but when I 
feel that it [the conversation] is blocked and I get the opposite effect, 
then I will be very careful. I know that they will not stop 
smoking and that I am not able to do something about it. I don’t 
want to chase them away so that they drop out of prenatal care. 
(Midwife 14) 

• Assess: Participants skipped this step during prenatal consul¬ 
tation. After asking questions about the smoking behavior they 
immediately gave cessation advice without assessing if the 
woman was ready to quit smoking. 

• Assist: Several participants used leaflets to support or replace 
their advice or referred to websites that discuss smoking ces¬ 
sation and different ways of counseling. NRT is not recommended. 

• Arrange follow up visits: Three independent midwives re¬ 
ferred to a general practitioner or a tobaccologist. Most 
gynecologists referred to a general practitioner, a tobaccologist 
or a psychologist working in the same hospital. All referring 
participants were not sure that the referral had any effect since 
the woman herself had to make the appointment(s) with the 
tobaccologist. For most women this barrier would be too high, 
participants thought. 
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The results as a whole demonstrate that the participants have 
insufficient knowledge of effective health education methods, in par¬ 
ticular regarding smoking cessation. 

Subtheme 4.2: Barriers regarding the execution of 5 A’s 
framework Participants were aware of the fact that asking ques¬ 
tions about smoking behavior should lead them to an action, but 
immediately they mentioned different barriers that hindered them 
from taking action. Because of a lack of time, a lack of communi¬ 
cation skills and fear of resistance they sometimes barely discuss 
or avoid the topic. Some participants expressed their disa¬ 
ppointment regarding the poor effect of their smoking cessation 
advice. Therefore, they were reluctant to assess the smoking be¬ 
havior because they felt that it was a “waste of their pre¬ 
cious consultation time, because the smoker didn’t quit anyway 
(gynaecologist 16)”. 

Theme 5: Perceived need for smoking cessation training 

None of the gynecologists attended smoking cessation training 
due to their busy schedule. Most of them believed that it was 
better to refer the client to e.g. a tobaccologist than to attend a 
training session. 

Three midwives attended some kind of training and two of them 
even expressed a need for more extensive training to provide them 
with a theoretical background about the risks of smoking during 
pregnancy as well as the skills to communicate about sensitive topics 
like smoking cessation, to deal with resistance and to conduct mo¬ 
tivational interviewing, if possible by using role play. Some 
participants would like a testimony of an ex-smoker and some sug¬ 
gestions on how to deal with their own disappointment if the woman 
refuses to follow their advice. 

Discussion 

The objectives of our study were (1) to explore knowledge, beliefs 
and practice among midwives and gynecologists concerning smoking 
cessation several years after the implementation of a smoking ces¬ 
sation policy for pregnant women and their partners and (2) to 
examine if midwives and gynecologists in Flanders do have a role 
in smoking cessation in pregnant women. 

All participants knew that smoking during pregnancy can cause 
severe health problems in (pregnant) women and babies. Despite 
this general opinion, there was a difference in the focus of mid¬ 
wives and gynecologists regarding these risks. Midwives were 
focused on fetal and neonatal risks since contacts are limited to 
pregnancy and postpartum. Risks for the pregnant woman herself 
were less known, thought of and rarely discussed with their clients. 
Gynecologists also have contact with women during non¬ 
pregnancy related consultations. Therefore, they focused on risks 
for both woman and fetus. 

Most participants believed that knowledge of the health risks 
is the most important motivation for smoking cessation. There¬ 
fore, risks were listed during the first consultation and with this 
information participants expected women to quit. However, it has 
been shown that information alone is not sufficient for behavioral 
change; the health risks of smoking are well known and yet 30% 
of the population continues to smoke [21]. 

The number of consultations and the amount of reimburse¬ 
ment of the national policy was largely unknown. For example, half 
of the participants thought that the national policy provided in free 
smoking cessation counseling. Hence, they gave the wrong infor¬ 
mation to their clients. Gynecologists and midwives should be better 
informed about the content of the national smoking cessation policy 
for pregnant women, or the pregnant women themselves should 
be reached with relevant information on smoking cessation in an 
effective way. This includes also promoting referral to a tobaccologist. 


The knowledge regarding NRT, especially of midwives, was 
insufficient and thus NRT was not recommended. In Flanders NRT 
is over-the-counter medication. If the woman does not inform the 
pharmacist about her pregnancy, she can buy the pro¬ 
duct without specific information regarding the use and the dose 
of NRT during pregnancy. NRT is the only pharmacotherapy for 
smoking cessation that has been tested in RCTs conducted in 
pregnancy. 

There were no statistically significant differences in rates of 
miscarriage, stillbirth, premature birth, low birth weight, admis¬ 
sions to neonatal intensive care or neonatal death between NRT 
or control groups, but further research regarding efficacy and safety 
is needed [22]. 

Participants had a negative image of “the smoking pregnant 
woman": a low educated woman living with a smoking partner 
and “bad examples” in their history. This image does not fit with 
the ideal image of the participants of a “pregnant woman”: a 
woman who follows life style advice immediately, in order to give 
birth to a healthy baby. It could be possible that these prejudices 
hinder a conversation about smoking cessation. At the time of the 
interview none of the participants smoked, this also could make it 
more difficult to understand why a pregnant woman cannot or 
would not stop smoking. 

All participants asked questions about the smoking status and 
the daily consumption. Midwife 7, who attended a more extensive 
training in smoking cessation, and midwife 10, with experience in 
MIS in prenatal care, also asked how long the client smoked, what 
brand and on which occasion she smoked, which led to a more 
profound insight in her smoking behavior. By asking the right 
questions it is possible to gather extra information, hence the 
right arguments for that specific woman that can be used to mo¬ 
tivate her smoking cessation. 

The smoking status of the partner was not questioned and passive 
smoking was not a topic of conversation. Given the health prob¬ 
lems related to passive smoking [23], this topic needs special 
attention as well. 

Several participants offered an information leaflet or referred to 
a website to support the oral information or as a replacement of 
the information in case of lack of time. Leaflets are useful as sup¬ 
plementary communication to inform, educate and advise people 
about health issues. However, when leaflets are given without oral 
smoking cessation advice, they have less effect [21], 

In line with previous observations [6], the most important bar¬ 
riers for giving smoking cessation advice were lack of time, lack of 
communication skills in sensitive topics such as smoking cessa¬ 
tion, and dealing with resistance. Most gynecologists believed that 
a conversation about the smoking behavior would take too much 
time, time they do not have in their opinion during a standard 
prenatal consultation of 10-15 minutes. Midwives mentioned several 
times that they did not know how to start a conversation without 
provoking resistance or without “chasing the woman away". Their 
experiences with these conversations were negative, so they dis¬ 
cussed the topic superficially, hoping that the woman would get 
the message. Even midwife 5, who attended a short theoretical 
training about smoking cessation during pregnancy, still felt she 
lacked the appropriate skills. 

None of the gynecologists attended a training in smoking ces¬ 
sation and most of them were not willing to do so. They pre¬ 
ferred to refer the woman. Three midwives attended a training and 
even wanted to be trained more. However in this study there were 
no important differences in dealing with smoking cessa¬ 
tion between trained and non-trained midwives. This may suggest 
that the duration and content of the training did not meet the needs. 
Midwives reported that most were too short, too theoretical and 
did not provide participants with the right skills to communicate 
about a sensitive topic such as smoking. 
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“Ask”, “Advice” and to a lesser extent “Assist” of the 5 A’s frame¬ 
work were implemented in smoking cessation communication, 
which is similar to previous studies [3], Although gynecologists pre¬ 
ferred to refer their clients, referral to a tobaccologist is rare and 
when a woman is referred, she seldom makes an appointment, ac¬ 
cording to the participants. This might be explained by the fact that 
the gynecologist or the midwife is someone the woman knows and 
trusts, a tobaccologist is in almost all cases a stranger to them. Also 
the fact that they did not assess the woman’s readiness to quit may 
hinder making the appointment. 

There are two possible suggestions to help smoking pregnant 
women. A first strategy would be that there is someone within the 
obstetric team trained in giving smoking cessation advice and is seen 
as a confidant by the pregnant woman [24]. Since gynecologists ex¬ 
pressed mostly time pressure as a barrier during their prenatal 
consultation, it could be considered to organize more shared con¬ 
sultations with a trained midwife. The midwife can provide prenatal 
care combined with life style advice, such as smoking cessation 
advice, and build a partnership with the woman [24,25]. A second 
and possibly more effective strategy in Flanders is to use an abbre¬ 
viated version of the 5 A’s framework, more specifically the AAR- 
method: (1) Ask questions about the smoking behavior; (2) deliver 
brief Advice to quit smoking and determine the readiness and mo¬ 
tivation to quit; and (3) Refer to specialized smoking cessation 
counseling, i.e. by a tobaccologist or a trained midwife [26], Moti¬ 
vation may fluctuate over time or from one situation to another, 
which means that motivation can be influenced by searching for 
the right arguments for each particular client. The technique of mo¬ 
tivational interviewing (MI) can be used to initiate a conversation 
about smoking, to explore and resolve uncertainties about smoking 
cessation and to motivate them to make a quit attempt. By using 
this technique an aggressive or confrontational approach is avoided 
and self-belief of the client is encouraged [14,27], It would be rec- 
ommendable that health care providers are trained in using Ml in 
order to avoid resistance in clients and to enhance their own self- 
confidence in discussing sensitive topics. When they assess an 
increased motivation of the woman to quit smoking, she can be re¬ 
ferred to a tobaccologist. This also ensures a separation between 
prenatal care and smoking cessation counseling so that fear of clients 
dropping out of prenatal care is avoided. 

Limitations 

A possible limitation is the number of participants involved in 
the study. Only eight gynecologists and nine midwives agreed to 
participate, despite the fact that all registered gynecologists and in¬ 
dependent midwives in Flanders received an invitation and a 
reminder. This may indicate that only health care providers with 
special interest in the topic agreed to participate. 

A second limitation is the fact that qualitative studies are con¬ 
textual, which means that the results should be related to the context 
of the study. This study focused on gynecologists and midwives per¬ 
forming prenatal consultations in Flanders. This does not imply that 
these findings have no meaning in other contexts, but that they must 
be interpreted in relation to the other context. 

Conclusions 

Participants had a negative image of “the smoking pregnant 
woman"; a low educated woman living with a smoking partner and 
“bad examples” in their history. It could be possible that these preju¬ 
dices hinder a conversation about smoking cessation. 

The most important barriers reported to providing smoking ces¬ 
sation counseling are lack of time, restricted communication skills 
and fear of provoking resistance. Even trained midwives experi¬ 
ence these barriers and have doubts about their competencies in 


giving smoking cessation advice. Gynecologists seem not inter¬ 
ested in training regarding smoking cessation and prefer to refer 
their clients. 

The following two possible suggestions to help smoking preg¬ 
nant women should be explored: 

1 Training in smoking cessation counseling of a team member who 
is seen as a confidant by the pregnant woman. This could be a 
trained midwife, who can provide prenatal care combined 
smoking cessation advice. 

2 A possibly more effective strategy in Flanders is to use an ab¬ 
breviated version of the 5 A’s framework, more specifically the 
AAR-method. The role of the midwife and gynecologist is then 
limited to asking questions about smoking behavior, providing 
brief advise, determining the readiness to quit and referring 
clients to specialized smoking cessation counseling. 

Further research should focus on the implementation of the AAR- 
method in order to increase the number of pregnant women who 
stop smoking. 
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